Analysis of statistics published since the Abortion Act showed that from 1972 about half the abortions carried out on residents of England and Wales had been performed within the National Health Service. Regional variations in the proportions of abortions performed within the NHS had persisted. In some health regions fewer abortions were being carried out than before. In 1975 about 40% of abortions on single women and women with no existing children were performed within the NHS. Trends in the concurrent sterilisation rate, gestational age at operation, duration of stay in hospital, and mortality and complication rates suggested a steady improvement in the effectiveness and efficiency of abortion services. Nevertheless, the NHS still compares poorly with the private sector and some other countries.
Introduction
Last year was the tenth anniversary of the implementation of the 1967 Abortion Act. Under the terms of the Act notification is required of every abortion performed within the National Health Service and private sector. In England and Wales these notifications form the basis of abortion statistics published by the Office of Population Censuses and Surveys (OPCS).1-3 Analyses of these have disclosed information on the provision of abortion services by the NHS at various times since the Act. Within the first 18 months regional discrepancies were noted in the availability of NHS abortions. 4 The Lane Committee5 reported in detail on the provision of services from 1968 (table I) . The most notable change was that despite an increase in the total number of abortions performed on their residents, in some health regions fewer NHS abortions were being performed (especially in the Mersey region and Wales). In these regions abortions that would have been carried out within the NHS were being performed in the private sector.
Number of existing children, age, and marital state- Table II shows that in 1975 a greater proportion of abortions on women with existing children and on younger and older women (aged under 16 and 35 years and over) were performed within the NHS than in the private sector. Disproportionately more single women had private sector abortions than married, widowed, divorced, and separated women: this difference had persisted since 1968.
Gestational age-From 1970 to 1975 an increasing proportion of abortions were performed within the NHS before 9 and 13 weeks of gestation (fig 2) . The private sector has always performed proportionately more abortions at an earlier gestational age. Women residing in different regions varied in the proportions having abortions before 13 weeks (from 71 % in the North-westem region to 83% in the Northern region in 1975). The NHS compared poorly with health services in 
Discussion
Since 1972 the number of abortions performed on residents of England and Wales has been fairly constant at just over 100 000 yearly. Nevertheless, despite the relative ease in predicting the minimum numbers of women requiring abortion, the NHS has not increased its provision from about 500) of all abortions. There are several possible explanations for this. Firstly, the DHSS may not have allocated sufficient financial resources to health regions for the expansion of abortion services. Secondly, health authorities may not have endeavoured to provide more facilities for abortion. Thirdly, general practitioners may not be prepared to refer more women for NHS abortions, and NHS gynaecologists may not wish to perform more abortions. Fourthly, the numbers of women demanding NHS abortions may not have increased. The last explanation is unlikely, as patients often have to travel considerable distances and pay for a private sector abortion. At all levels in the NHS pressure from anti-abortionists, fear of becoming entangled in emotional and political issues, unwillingness to commit more resources for abortion, and the apparent success of the private sector have probably combined to maintain the status quo.
The wide regional variation in the proportions of residents having an abortion in an NHS hospital in their home region may be partly due to differences in the proportion of women preferring the private sector to the NHS. Most of the variation, however, is probably due to the inequality in the provision of abortion services within the NHS. Women living in a region with low NHS provision have little chance of obtaining an abortion elsewhere within the NHS and therefore have to go to the private sector. The regional trends show no significant increase in the level of provision. The West Midlands region is committed to increasing its facilities for abortion, but other regions with low provision will need to take similar steps if the inequalities are to be rectified.
Women who are single and have no children are less likely than other women to have an abortion within the NHS as opposed to the private sector. It is not clear whether the NHS, in effect, discriminates against certain women or whether the private sector provides a more acceptable service. A survey for the Lane Committeeo showed that some women seeking abortion did not consult their own general practitioner because they believed that they would not be received sympathetically and their families might be told. But over half the patients having an abortion in the private sector had consultated their own general practitioner. In some cases the general practitioner may have been unwilling to help, resulting in the patient's decision to seek a private abortion. Although this study did not distinguish these women by marital state and parity, it is quite likely that the situations described occur more commonly among women who are single and have no children. Whatever the reasons for women going to the private sector, the NHS is not providing an equally attractive or available service to women of different marital states and parities. The effectiveness of an abortion service is difficult to measure but a broad indication may be gained from (a) the mortality rate1' and (b) the complication rate, which may be influenced by the quality of service; (c) the proportion of abortions performed after 13 weeks of gestation, which is affected by the accessibility and efficiency of the service (the Northern region, which performs the highest proportion of abortions under 13 weeks, has a special referral system for abortions in Newcastle"); and (d) the concurrent sterilisation rate-a high rate may be indicative of a poor service, not only because of the effect on mortality and possibly morbidity but also because many women may not be able to make a reasoned judgment about their future fertility control when seeking an abortion.
The recent trends in the concurrent sterilisation rate and gestational age at abortion within the NHS and the mortality and complication rates in the UK suggest a steady improvement in the effectiveness of abortion services. The NHS, however, compares unfavourably with the private sector and with other countries, thus indicating room for improvement.
Despite recommendations by the Lane Committee5 in 1974 there appear to be very few abortions performed on a day-care basis within the NHS. Day care is simple, safe, and effective and has substantial economic and other benefits over inpatient care.*5 16 The number of abortions performed may be increased considerably without any increase in running costs. The wider implementation of day care in the NHS might therefore be one effective way of improving recent trends in the provision of abortion services. (Accepted 17 November 1978) ONE HUNDRED YEARS AGO Old Yarmouth ale, like the bloaters, seems to be naturally provocative of thirst; since a sample analysed by Mr Piesse of the Strand is said to have contained 126 grains of salt per gallon, which was considered, however, to be "naturally present in the water" with which true Yarmouth ale is brewed. It would be curious to know what would be the ultimate thirst of the ingenuous native who slakes the drought resulting from a feast of bloaters with draughts of "true Yarmouth ale." (British Medical J'ournal, 1879.)
